Nwafo, D C, and Adi, F C (1978) . Thorax, 33, [520] [521] [522] [523] Primary pleural neoplasms are exceedingly rare. The tumours are now widely regarded as mesotheliomas of which two varieties are recogniseda 'diffuse malignant' and a 'localised fibrous' mesothelioma (Clagett et al., 1952) . Owing to earlier confusion as to their origin, the localised fibrous variety has been previously described by a multiplicity of names, including intrathoracic fibroma, pleural fibroma, benign localised mesothelioma, and solitary localised mesothelioma. We will use the term intrathoracic fibroma.
A common, though not widely recognised, feature of localised fibrous intrathoracic fibromas is their tendency to recur after resection (Klemperer and Rabin, 1931; Clagett et al., 1952; Ehrenhaft et al., 1960; Kerr and Nohl, 1961) . Dolley and Brewer (1943) heart into the right hemithorax. The pleura was considerably thickened with large veins coursing over it, and it contained a large quantity of altered blood. Despite a wide thoracotomy only piecemeal removal was possible. This permitted full and sustained re-expansion of the left lung. Recovery was uneventful.
Histologically, the thickened pleura showed only nonspecific inflammation. The tumour itself was a fibromyxoma reported on as follows: 'The pattern is benign, there being no mitotic figures. In parts, there are decussating sheets of connective tissue. Elsewhere a myxomatous appearance is noted (Figs. 3 and 4) Clinically, intrathoracic fibromas may grow silently for a long time and are not infrequently recognised on routine chest radiography. In the present patient distressing symptoms appeared for the first time five months before admission, although the tumour had been present for at least four years-when the patient first observed shortness of breath and peripheral oedema.
Sometimes finger clubbing and the joint pains of hypertrophic pulmonary osteoarthropathy are the presenting symptoms (Clagett et al., 1952; Thomas and Drew, 1953) . Respiratory symptoms, notably shortness of breath, may as in this patient arise from the bulky tumour interfering with pulmonary expansion or causing mediastinal displacement. The peripheral oedema noted in this patient as well as the hepatosplenomegaly disappeared after removal of the tumour, and they probably resulted from impaired venous return caused by the bulky tumour.
Episodes of chills and fever may occur (Ehrenhaft etal., 1960)-a notable feature in this patient.
Rarely the patient may present with recurrent pleural effusion as in the cases reported by Ehrenhaft et al. (1960) and by Aghina and Boscaino (1956) . The latter patient had had a recurrent pleural effusion for six years.
Haemorrhagic effusions may occur, as in our patient. He had had no previous chest aspiration, and as the pleural fluid contained altered rather than fresh blood, it seems unlikely that the haemorrhage was due to needling. A haemorrhagic effusion signifies neither inoperability nor an unfavourable prognosis (Clagett et al., 1952; Heaney et al., 1957) . It is also unusual to recover malignant cells from such effusions. While there are no diagnostic radiographic appearances, a nearly 'dry tap' in the presence of a massive 'pleural effusion' especially if the aspirating needle encounters a solid resistance, suggests a solid intrapleural tumour. We had previously observed this in a patient who was moribund on admission with 'a massive pleural effusion' which was found at necropsy to be a solid intrapleural fibroma. The same finding led to a correct preoperative diagnosis in the present patient.
Despite the piecemeal removal of the tumour in our patient, excision was probably complete 523 since the tumour was sharply circumscribed. This view is supported by the histological absence of tumour tissue in the adjacent pleura. A longer follow-up is needed to obtain a reasonable idea of the prognosis. However, many rural Nigerians have to travel long distances to hospital and see little point in attending for follow-up except for distressing symptoms. Our patient has so far attended regularly-and remained clinically and radiologically symptom-free. As Stout and Himadi (1951) pointed out 'the pleomorphism, frequent mitosis, and other histological criteria associated with malignancy do not appear to affect the good prognosis of most patients'. 
